Open Access
Commentary
Open Access
Crohn's Disease (CD) is well-know idiopathic inflammatory bowel disease,characterised by a transmuralinflammation which can virtually affect all the gastrointestinaltract. Its true aetiology is basically ignored and a causal therapy is not possible to date; the most peculiar aspect of CD certainly lies in its absolute heterogeneity, as we might face lots of different scenarios, locations of the disease, pathologic behaviours and severity of the disease itself.
For these reasons, the cornerstone for the treatment of CD lies in a complex, multimodal management, requiring the close collaborations among surgeons,gastroenterologists, radiologists and staff nurses.
Advances in surgical and medical therapy are in someway changing the course of the disease. Novel surgical techniques, laparoscopy, better recovery pathways and new frontiers in medical therapy allow nowadays to deal with complex and recurrent scenarios, trying to spare bowel and anal function, thus ensuring the patients a better quality of life.
One of the challenge surgeons and gastroenterologists involved in the treatment of CD need to deal with, is the risk for recurrences. Data from postoperative endoscopic follow-up show that in absence of medical treatment the endoscopic recurrence rate may reach 80-100% in 3 years after surgery; clinical recurrence rate is 20-25%/ year instead [1] . Despite the significant advances in medical therapy, the fact that most of recurrences appear at the anastomotic site, emphasise how surgery itself might have a causative role. Different ileocolic anastomotic configuration have been described, but a clear benefit in terms of recurrence prevention has not been demonstrated to date. ECCO guidelines [2] support the use of a stapled side-toside anastomosis after ileocolic resection as the technique of choice. Most of recurrences appear just proximal to the anastomosis and this has led to the idea that anastomotic configuration and subsequent faecal stasis may play a role. On the other hand , a clear advantage of stapled side-to-side anastomosis in preventing recurrence has never been demonstrated before and the recommendation basically lies on the results of two metaanalysis demonstrating an advantage of sideto-side anastomosis in reducing anastomotic leak over end-to-end anastomosis [3, 4] ; other studies, however, did not reach the same conclusion [5] .
A novel anastomotic configuration has been described by Kono et al. in 2011 [6] , combining stapled and hand-sewn anti-mesenteric functional end-to-end anastomosis (Kono-S anastomosis) in order to reduce surgical recurrence. From a technical point of view, the anastomosis is performed cutting the ileal and the colonic edge with a linear cutter, locating the mesentery at the centre of the stump, perpendicular to the staple line.
The bowel needs to be cut really close to the bowel wall in order to minimise any devascularisation or denervation. The two staple-line are then approximated with interrupted stitches in order to create a kindof supporting column to prevent any further anastomotic distortion. The anastomosis itself is then created, performing two longitudinal enterotomies, 7 cm long, at the anti-mesenteric side, which are then re-approximated in one or two layer in a transverse fashion.
As previously mentioned, anastomotic configuration is supposed to be responsible for faecal stasis, bacterial overgrowth and bowel perfusion; a wide lumen stapled side-to-side anastomosis was thought to reduce faecal stasis, thus reducing the risk for recurrence; however, this has never been demonstrated. In their study, Kono et al. [6] report excellent results in a group of 69 patients who underwent novel Kono-S anastomosis between 2003-2009, compared with an historical group of 73 patients, receiving conventional anastomosis.
They found that the median endoscopic recurrence score was significantly lower in the Kono-S group, with a subsequent reduced risk of surgical recurrences (0% vs 15%, p<0.0013). The mechanism of the anastomosis in reducing the risk for recurrence deserves some attention from our standpoint: 1. The anastomosis itself, being constructing in a transverse fashion, similarly to a strictureplasty, creates a large lumen 2. The staple lines, on the back of the anastomosis, create a supporting column to prevent anastomotic distortion in case of recurrence, so that the risk of stenosis associated with recurrent disease is lower; 3. More interestingly, the possibility to exclude the mesentery from the anastomosis lumen. It has been demonstrated that CD always appears and recurs at the mesenteric side [7] , which is hidden on the back of Kono-S anastomosis at the centre of the supporting column. Additional advantages of this anastomosis is the maximum preservation of blood supply and innervation, which are both supposed to be factor associated with recurrence in CD.
A larger multicentre series also including an Institution from USA has also been recently published with the same interesting results [8, 9] . A randomized controlled trial is also currently ongoing in our Institutions, comparing the Kono-S anastomosis vs the standard side-to-side anastomosis and has been registered on ClinicalTrial. gov (NCT02631967). Apart from the encouraging result obtained in a patient with a severe, multirecurrent CD, that has not recurred againafter Kono-S anastomosis to date [10], preliminary results on our series seem to be very promising too and have also been presented at the last ECCO meeting in Amsterdam [11] .
